Obstructed Volvulus of Stomach in a Diaphragmatic Hernia: A Post-partum Emergency M V L Foss FRCSEd (for P T Savage FRCS) (Whittington Hospital, London) Mrs J J, aged 25. Housewife History: Admitted to the Whittington Hospital at 9.30 a.m. on September 13, 1967, in shock and extreme dyspncea.
At 6 a.m. she had had the uneventful delivery of her second child at a nearby general practitioner maternity home. The pregnancy had been normal and had gone to term. At 6.30 a.m. she complained of epigastric and low back pain, continuous and cramp-like. She was given a cup of tea and a Disprin, but regurgitated a minute or so later. At about 8.30 a.m. she started feeling increasingly breathless, until she became unconscious by 8.45 a.m. The patient's general practitioner examined her, diagnosed a tension pneumothorax and arranged her removal to hospital forthwith. On admission she was comatose, pale and cyanosed. The blood pressure was unrecordable and there were signs of a large left-sided tension The patient's condition now improved: she became conscious and less dyspnceic and the blood pressure became recordable at 60 mmHg systolic. X-rays were now taken (see Fig 1) . Operation (13.9.67, 12 noon): The chest was ope-ned through the bed of the left 7th rib, and was found to contain the enormously dilated stomach, the upper left colon, the omentum and spleen (see Fig 2) . The stomach had undergone organo-axial volvulus. With the intestinal decom- pressor inserted through one of the holes made by the trocar, several litres of gas and about 2 litres of fluid were aspirated from the stomach, and the punctures closed with silk sutures. The viscera were then reduced to the abdomen through what was found to be a 10 x 7 cm defect in the posterolateral part of the diaphragm (see Fig 3) . No sac or adhesions were present. The defect was closed with silk sutures. The lung would not reflate to fill the left pleural cavity entirely but the chest was closed with under-water seal drainage.
The patient's recovery was uneventful and she was discharged fourteen days later. On questioning when recovered, the patient admitted to suffering some breathlessness on lying flat at night, during the eighteen months since her first delivery. She attributed this to smoking and had done nothing about it. She had suffered no accident or illnesses other than childhood infections. She had had whooping-cough as a child without complication. A Mass Radiography chest film (which is unobtainable) taken during her first pregnancy was reported as normal.
Discussion
Absence of a history of trauma and of adhesions at operation point to a congenital origin of this diaphragmatic defecta foramen of Bochdalek. This may be supported by the finding of a relatively small lung on the left. Pregnancy must have increased the hernia and labour caused the final displacement of the viscera.
Diaphragmatic hernia may present in the neonate as an acute respiratory emergency, often fatal, as it may be combined with other malformations. In adults there is more usually a history of intermittent dyspepsia and flatulence due to recurrent partial organoaxial volvulus, and presentation with severe or urgent symptoms is rare. 
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